Trauma is the leading cause of death in young people (aged <50years) and a recent study showed that 10% of these patients have spinal injuries. (1) Looking at it from the other side; thoracolumbar spinal fractures managed with surgical stabilisation in our regional unit are often associated with other significant injuries. An awareness of these associated injuries aids early diagnosis and management. In these cases, any delayed or missed diagnoses could result in significant morbidity and mortality.
Letters A 10-YEAR REVIEW OF UNSTABLE THORACOLUMBAR SPINAL FRACTURES FROM NORTHERN IRELAND: THE ASSOCIATED INJURIES
Editor, Trauma is the leading cause of death in young people (aged <50years) and a recent study showed that 10% of these patients have spinal injuries. (1) Looking at it from the other side; thoracolumbar spinal fractures managed with surgical stabilisation in our regional unit are often associated with other significant injuries. An awareness of these associated injuries aids early diagnosis and management. In these cases, any delayed or missed diagnoses could result in significant morbidity and mortality.
Our unit is the regional trauma centre with around 90 inpatient fracture beds, there is often up to 50% bed occupancy with spinal patients. Our spinal referrals are increasing at a rate of approximately 10% per year.
We aimed to identify the prevalence of associated injuries in patients admitted with unstable thoracolumbar fractures.
The fracture outcome research database was interrogated to identify all surgically managed thoracolumbar spinal admissions to our unit over a 10-year period. A sample of 210 cases spanning that time period was identified and all early imaging was retrospectively reviewed and additional injuries were recorded.
Of the 210 cases reviewed, 80 (38%) had an associated injury. Of those 80, 46 (58%) had a single additional injury, 20 (25%) had 2 additional injuries and 14 (18%) had 3 or more additional injuries From our sample other injuries were common, with 17% of patients having a further spinal injury, 16% other orthopaedic injury, 16% rate of thoracic trauma, 6% abdominal trauma and much rarer were facial trauma and brain/ neurological trauma at only 2% each.
Looking in more detail at some of the more common injuries.
Thoracic trauma was one of the more common pathologies with 11% having rib fractures, 6% having either a pneumo or haemothorax, sternal fractures were found in 4% with a further 1% having an aortic injury. From our sample other injuries were common, with 17% of patients having a further spinal injury, 16% other orthopaedic injury, 16% rate of thoracic trauma, 6% abdominal trauma and much rarer were facial trauma and brain/ neurological trauma at only 2% each.
Thoracic trauma was one of the more common pathologies with 11% having rib fractures, 6% having either a pneumo or haemothorax, sternal fractures were found in 4% with a further 1% having an aortic injury.
Abdominal trauma was far less common with 2% having splenic injuries, liver, renal, mesenteric and small bowel injuries having only a 1% incidence respectively.
The other orthopaedic injuries were varied and made up of upper limb injuries (6%), foot injuries (5%), os calcis or pelvic injuries (4% each) and tibia or femur injuries only 2% each.
All of these associated injuries are serious with potentially life changing implications.
figure 2
We have shown that a significant number of unstable thorac injuries especially chest trauma, further spinal fractures and Further studies should be performed looking at the classifica associated injuries as well as where these patients are mana setting may be most appropriate.
We conclude that a high index of suspicion is required in the multispecialty as well as multidisciplinary approach is require We have shown that a significant number of unstable thoracolumbar fractures have additional injuries especially chest trauma, further spinal fractures and other orthopaedic injuries.
Further studies should be performed looking at the classification of these fractures and any associated injuries as well as where these patients are managed as we feel a High Dependency setting may be most appropriate.
We conclude that a high index of suspicion is required in the assessment of these patients and a multispecialty as well as multidisciplinary approach is required in their management. 
AN UNUSUAL GASTROINTESTINAL COMPLICATION FOLLOWING HEART TRANSPLANTATION.
Editor,
A 29-year-old man underwent uncomplicated cardiac transplantation for advanced heart failure secondary to hypertrophic cardiomyopathy. Nine days post-operatively he required aggressive escalation of immunosuppression for 3 days with methylprednisolone due to an episode of severe cell-mediated rejection which promptly resolved. A routine chest radiograph a further 6 days later unexpectedly demonstrated free sub-diaphragmatic air. On subsequent assessment he admitted to only very mild abdominal discomfort. On examination his abdomen was distended and tympanic with active bowel sounds and no signs of peritonism. Inflammatory markers and lactate were normal. Due to concern regarding the possibility of gastro-intestinal perforation secondary to high dose steroid therapy an abdominal CT scan was undertaken. This confirmed the presence of pneumoperitoneum and also demonstrated extensive gaseous infiltration of the bowel wall and the omentum from the caecum extending as far as the distal descending colon with sparing of the sigmoid (Figure 1a and b) in keeping with a diagnosis of pneumatosis intestinalis. There was no radiological evidence of bowel ischaemia. Cytomegalovirus was not detected in blood or faeces. He was managed conservatively with 5 days of intravenous amoxicillin and metronidazole with complete resolution. He remains well 1 year later. Pneumatosis intestinalis is a radiological diagnosis and occurs when the gastrointestinal wall becomes disrupted and infiltrated by intra-luminal gas 1 . It can have a benign or life-threatening course, largely dictated by the underlying aetiology, and has a reported association with a variety of conditions including bowel ischemia, intestinal obstruction, inflammatory bowel disease, connective tissue disorders and chronic obstructive pulmonary disease 2 . It is best diagnosed with CT and has rarely been reported following renal, lung and liver transplantation 2 and even less so following heart transplantation 3 . It has been speculated that pneumatosis intestinalis in the post-transplant setting may be related to multiple effects of immunosuppression including hyperactivity of the colonic flora as well as steroid-induced atrophy of Peyer patches and the gastro-intestinal mucosa with consequent invasion of the submucosa by intra-luminal gas 4 . From the limited literature regarding post-transplantation pneumatosis intestinalis, the large bowel seems to be more commonly affected than the small bowel and the majority of cases fully resolve with careful monitoring and conservative management alone 3, 5 . Our patient had required prolonged treatment with high dose methylprednisolone due to an episode of allograft rejection which was the likely a major causative factor. This case reduces the paucity of literature on a rare complication of heart transplantation. It appears to be associated with a benign course in the majority of cases; however, care must be taken to exclude the coexistence of more malignant processes underlying this presentation, such as cytomegalovirus related colitis, in post-transplant patients. 
